Introduction
Maternal death, according to ICD-10 issued by WHO is defined as "death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of duration and the site of pregnancy, from any cause related to or aggravated by the pregnancy or its management but not from accidental or incidental causes" 12 . Maternal mortality rate (MMR) is expressed in terms of such maternal deaths per 1, 00,000 live births.
About half a million women die each year due to pregnancy related complications and 95% of these come from developing countries. 3 The major causes of maternal mortality are hypertensive disorders, hemorrhages, sepsis, obstructed labor and unsafe induced abortion.
II. Methods and materials
This retrospective study was carried in Obstetrics and Gynecology department of Burdwan Medical College over the period of five years i.e. Jan 2009 to December 2013.Burdwan is a district town located approximately100 km. from Kolkata, capital of West Bengal India. This is a tertiary care teaching hospital with 1105 beds with more than 20,000 deliveries conducted every year. The records of all maternal death were collected from labor ward register, obstetric ward and operation theatre register. The demographic data of each patient including age, parity, educational status, whether booked or unbooked were reviewed. Mode of delivery was noted i.e. whether vaginal or C-section. In our hospital vaginal deliveries were usually conducted by interns, house-staffs, post graduate trainee and residential medical officers while for a cesarean section always a senior doctor like clinical tutor or assistant professor was called upon. Finally the cause of death was recorded. The total deliveries of the study period were collected from labor records. The study specially emphasized on rate of maternal death, causes, interval from admission to death and ages of the patient. The purpose of our study was to assess the health care status and to analyze the causes of death.
III. Results
Direct causes of maternal deaths are those resulting from complications of pregnancy, delivery and their management. Indirect causes include conditions present before or developed during pregnancy but aggravated by the physiological effects of pregnancy or strain during labor.
A total of 1, 10,550 deliveries took place during this period and 352maternal deaths were recorded making MMR of 329/100,000 live births. All the mothers were uneducated except 100 who had completed their primary education. The majority of the cases were resident of district Burdwan and adjacent districts of West Bengal like Birbhum, Bankura, and Hooghly. Table 1 . shows that amongst the maternal death 42% were teenage pregnancy and41% were between 20 to 30 years age group.
Direct cause contributed to 85% (93,967) of maternal deaths the commonest being hypertensive disorder 37% (40,903) fallowed by sepsis 28 %( 30,954) and hemorrhage 19 %( 11,055).
15% (52) of maternal deaths had indirect cause's hepatic encephalopathy, anemia, renal failure due to hypovolemia in spinal anesthesia and heart disease.
Among all above maternal deaths 87 had emergency c-section done and 203 delivered vaginally. 41 cases were already delivered when they arrived at our unit. 20 cases did not deliver at all as they died within 4-hours of arrival at our hospital.
IV.

Discussion
Pregnancy is not a disease and morbidity and mortality related it is preventable. According to WHO, maternal mortality is an important measure of a women's health and indicative of the performance of health care system. Unfortunately, there is a big divide between developed and developing world on the score of maternal mortality. Developed countries have MMR of around 20/100,000 while countries like Afghanistan the figure is 1600/100,000.
According to national health survey of India the MMR of country is 400/100,000 live births but the figure could still be higher as there is no systemic reporting of maternal mortality especially in rural areas.
The MMR in our study was 329/100,000 live births which is quite comparable with the studies carried in big tertiary hospitals in West Bengal of India. The high MMR of our study is because of the fact that our hospital receives mostly the cases which are usually un-booked and late referrals. Many times the patients die on their way to the hospital because of transport problems. In our study the indirect causes contributing to maternal death were 15% which is very similar studies in India. Among indirect causes, anemia was the most common cause, the fact that still in rural areas the poverty and malnutrition are very rampant.
Hypertensive disease remained the most common cause (37%) of maternal death which is same as shown by Hassan et al and Nusrat. This is in contrast with the results from other studies which showed hemorrhage to the leading cause of maternal death. Among the hemorrhagic causes of maternal death abortion related death is important.
Sepsis came out to be the second most common cause (28%).the high incidence of sepsis is due to the fact that a good number of patients referred to this hospital with abortion done by illiterate quack practitioner. This result of this study is in contrast in developed countries where sepsis is no more a leading cause of maternal mortality in developed countries Hemorrhage was the third leading cause (19%) of maternal death in our hospital. The decline in death due to hemorrhage may be due to the fact that we have now introduced the active management of labor and wider use of prostaglandin as a utero-tonic agent.
Most of deaths (42%) occurred in women who were below 20 years of age. Highest mortality was seen in primigravidas.
In India MMR (400) is alarming. Reducing maternal mortality by 2015 is part of millennium development goals (MDG) set forth by International community and endorsed by government of India, by virtue of which we are committed to reach the stated target in the next five years. According to Regional health forum, the three delays increase the risk to a woman's life i.e. delay in deciding to seek care, delay in reaching a medical facility and delay in receiving quality care at facility.
The MMR in Srilanka has declined from 630 in 1948 to 57 in 2000. This gain is achieved by improving female education, women empowerment and availability of emergency obstetric care. In India poor education, poverty and cultural setup are the major factors which need to be given serious attention.
V. Conclusion
The maternal mortality rate in our study is still now very much higher than the national data but is declining now. Our recommendations to improve the health status of pregnant women and to diminish the maternal mortality are the followings: 1. Special emphasis on antenatal care and iron and folic acid prophylaxis 2. Improvement of transport facilities for early referral 3. To give much more attention during labor and delivery and to improve post partum care. 4. To improve MCH and EMOC care at community level 5. Improvement of blood transfusion network. 6. Adolescent health care and improvement of socioeconomic status and woman empowerment. 7. Control of medical termination of pregnancy to reduce unsafe abortion.
8. Availability of senior consultants including skilled obstetrician/ expert anesthetist and trained staff round the clock will also reduce MMR. 9. Training of doctors, lady health visitor's, midwives and local dai through workshops with regards to family planning, antenatal care, eclampsia, clean safe delivery and emergency obstetric care will help to reduce maternal mortality to great extent. . 
